An analysis based upon necropsy figures has been made of the frequency of deaths with dissecting aneurysms and ruptured fusiform or saccular aortic aneurysms. More deaths from these conditions were found at necropsies conducted on people dying suddenly in the community than in those dying in hospital.
Introduction
Hospital statistics suggest that ruptured or dissecting aortic aneurysms are rare causes of death, but such statistics are likely to be misleading when used as indices of prevalence because complications of aortic aneurysm usually cause rapid death.
A comparison has therefore been made between somepathological and epidemiological characteristics of the condition in patients dying in hospital and in those dying suddenly in the community in whom ruptured saccular or dissecting aneurysms were found to be present.
Method
Hospital necropsy records were examined for the years (Stephens, 1969) . Briefly this test is based upon a consideration of the year as a circle with each of the months acting as individual centrifugal forces from a central part, the strength of each of the forces being in proportion to the observed number of cases of the disease within the month.
There was a highly significant trend in mortality patterns for both types of aneurysm (X2= 13.9, P=0-001 and X2= 11. 7, P=0-001 for dissecting, and for saccular or fusiform aneurysms respectively).
Discussion
The results obtained in this survey show that any measurement of the frequency of death with ruptured aortic aneurysm which is based upon hospital statistics is likely to be a considerable underestimate. Comparable figures from elsewhere are hard to obtain. Dissecting aneurysms were found at necropsy examination in 1.1% of cases of sudden non-violent death in the San Francisco community (Mote & Carr, 1942) . By contrast in another survey conducted in Galveston, Texas (Brindley & Stembridge, 1956) (Hirst, Johns & Kime, 1958; Brindley & Stembridge, 1956) and the high proportion of community deaths with proximal dissecting aortic aneurysm in our series could well be due to early sudden death with this complication. Although there were equal overall proportions of men and women with dissecting aneurysm in the present group, women were more likely to die in the community, probably because they tended to have proximal dissections more often than men and therefore were prone to sudden death from rupture.
A very high proportion of fusiform or saccular aneurysms, mostly in men, were found in the abdominal aorta, and few were detected in the thoracic segment. There is no means of knowing whether the site differences for dissecting classified in ISC category 441, and for saccular or fusiform aneurysms classified in ISC category 442 reflect a real difference in distribution or systematic variations in classification. Limited degrees of dissection could well occur at the edges of simple aneurysms and make classification difficult, but it seems unlikely that the gross variations in site incidence of aneurysms of dissecting and non-dissecting type could be ascribed simply to variations in classification.
The seasonal variation noted in deaths with aneurysms is similar to that noted for a large variety of diseases both vascular and non-vascular including ischaemic heart disease (Dunnigan, Harland & Fyfe, 1970) and peptic ulcer (Jamieson, 1947; Breen & Grace, 1962; Langman, 1964 (Rose, 1961) and associations have been noted between preceding hypertension and liability to dissecting and ruptured saccular aneurysm (Hirst et al., 1958; Brindley & Stembridge, 1956 ).
